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Executive summary
Introduction

The Housing to Health (H2H) project supports three Housing and Health Coordinators
(HHCs) to integrate housing support within the local healthcare system. The project is
delivered by Nottingham City Homes (NCH), enabled by funding from Nottingham City
Clinical Commissioning Group1 (CCG) and resources from NCH.
Nottingham City Homes manages Nottingham’s 25,500 council-owned social housing
properties. This includes around 2,100 Independent Living (IL) properties, which provide
supported accommodation for over 60s.
Nottingham City Clinical Commissioning Group (now part of Nottingham and
Nottinghamshire CCG) commissions healthcare services across the city. This project is
funded from the Better Care Fund, which seeks to join-up health and care services, so that
people can manage their own health and wellbeing and live independently in their
communities for as long as possible.
The H2H project provides the housing options and housing support element to Integrated
Care. The project aims to support patients who are inappropriately housed, where this is
impacting on their health and wellbeing. The HHCs take referrals from health professionals
in the hospital where the patient is deemed unable to return to their own home, or in the
community where the home is unsuitable and negatively impacting on their health. Where
appropriate, the HHCs support individuals to be re-housed into appropriate social housing.
The aim of the scheme is to intervene at an earlier stage to support and enhance the best
possible outcomes for patients and their carers, and reduce the number of
(re)admissions into hospital.
The project was launched in November 2015 and has completed its fifth full year of
operation. This latest year coincided with the beginning of the Covid-19 pandemic in
England, and it is in this context that this year’s evaluation is considered. The H2H project
continued to operate, whilst introducing Covid-safe working practices to support the
vulnerable people that the H2H project supports.
This evaluation has been carried out to assess the outcomes and financial cost-benefit of the
H2H project in Year 5, from April 2020 to March 2021. The financial valuation includes:
(a) the actual cost-reduction to the NHS from reducing hospital readmissions following
intervention, using patient admissions data from Nottingham University Hospitals (NUH)
(b) the modelled reduction in service demand on the NHS and other service providers in the
wider integrated care landscape, and the resulting cost-avoidance from reducing other
service use.

1

Over the evaluation period the project was commissioned by Nottingham City CCG. Since April 1 st 2020
Nottingham City CCG has merged with the four other CCGs within Nottinghamshire to form the Nottingham
and Nottinghamshire CCG.
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In what has been an incredibly challenging year for the health service and society more
widely, the H2H project has continued to support patients to move to more appropriate
housing. It has been all the more important this year to support patients who are fit to be
discharged to leave NHS care as soon as possible. A number of H2H patients were moved
from hospital beds into care homes at the start of the pandemic, where the HHCs continued
to support them to move back into their own, appropriate accomodation. On the housing
side, there continues to be high demand for social housing, and there has been some
additional delays managing the lettings process due to Covid safety measures, such as an
increase in the time to make empty properties ready to re-let. Despite the challenges, the
project has still successfully managed to support 90 patients to move over the year, freeing
up essential bed space in NHS beds and preventing further admissions.
Service delivery and patient characteristics

The HHCs have well established links with the local hospitals, mental health hospitals and
step-down units, and community-based health and care staff, and maintained these links
whilst working remotely with colleagues throughout the lockdowns. The level of referrals into
the project demonstrates the continued need and demand for the project, with 285 referrals
received – slightly more than the previous year.
90 patients were successfully re-housed into a suitable social housing property in
2020/21. This brings the total rehoused over the lifetime of the project to 544. The H2H
project has significantly speeded up this process – even under Covid working conditions, the
median time for the H2H rehousing process was 86 days in 2020/21, compared to the
median letting time of 178 days for similar types of NCH properties for those on the general
housing register.
In 2020/21, 32% of cases (29 individuals) were occupying high-demand NHS or social care
beds, with housing issues causing a delayed transfer of care (DTOC). This proportion of
cases referred from hospital is slightly lower than previous years, reflecting the fact that all
non-Covid hospital cases were scaled back and so fewer patients meeting the H2H criteria
were coming through the hospital system.
The remaining 68% of cases were early intervention, where patients were referred from
community healthcare staff due to the negative effects of their current housing on patients’
health (61 individuals). Of these, 85% of patients were judged to be at relatively high risk of
imminent hospitalisation due to their housing conditions. The most common risk factor
reported is the risk of falling at home.
Over the whole rehoused group, two-thirds of patients are rehoused because they have
accessibility issues with their current property, for example no longer being able to manage
steps or stairs inside or outside their home. 77% of patients have restricted mobility, and a
quarter have had a fall previously. 61% are recorded as having been admitted to hospital in
the six months prior to the H2H intervention.
A much higher proportion of H2H patients reported having mental health issues this year,
with over half of all H2H patients stating this.
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Project outcomes and impact

Reducing hospital readmissions
By tracking the progress of H2H patients over the longer term, the project has been able to
demonstrate a continued impact of reduced burden on hospitals as a result of being suitably
rehoused. H2H patients’ hospital admissions were recorded in the six months before and
after they moved into their new home. This shows that over the whole project:
•

•

•

H2H patients are admitted to hospital less frequently after moving: the average
number of admissions per person reduced from 3.7 per year prior to the intervention,
to 1.9 per year afterwards.
If admitted, H2H patients stay in hospital for less time after moving: the average
Length of Stay also reduced from 15 days per admission before moving, to 8 days
per admission after moving.
H2H patients have fewer Excess Bed Days after moving: Excess bed days
accounted for 11% of bed days in the admissions prior to the intervention, and only
1% in the period after intervention.

Cumulatively, the reduction in number and length of hospital admissions has been shown to
save 382 fewer admissions to Nottingham’s hospitals (73 fewer admission in Year 4/5),
8.656 fewer bed days (1,416 in Year 4/5), of which, there are 1,262 fewer Excess Bed
Days (191 in Year 4/5).
Reducing Delayed Transfer of Care
In 2020/21, 32% of cases (29 individuals) were occupying high-demand NHS or social care
beds, with housing issues causing a delayed transfer of care (DTOC). With the help of the
H2H project, the average rehousing time (from referral to tenancy start) is 86 days. Without
the project, patients would have remained in care whilst going through the general social
housing process – the average waiting time this is 178 days. Thus the intervention of the
project avoids a potential additional 92 days in care on average per patient, in either full
social care package at home, a bed in either NHS community care or residential social care,
or a hospital bed.
In Year 5, the H2H project has avoided a potential additional 3,991 days in residential
health or social care facilities by reducing delayed transfer of care (2,252 days of NHS
care and 1,739 days of Adult Social Care).
Impact on other service providers in the wider integrated care system
The H2H project reduces demand on Nottingham City Council’s (NCC) adaptations
agency, by moving people into already adapted properties rather than making potentially
expensive adaptations to their existing home. This avoided the need for 56 adaptations,
such as ramp access to the front door, support rails for steps, a stair-lift for internal staircase,
or conversion of a bathroom to a level-access wet-room.
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The H2H project has also reduced the burden on homelessness services. There were 15
cases where patients were at risk of becoming homeless at the point where they were
referred into the H2H project. Without the project, these individuals would most likely have
sought help from NCC’s Housing Aid team, requiring temporary accommodation until
suitable housing could be found. However, this additional service use was avoided, as the
H2H project was able to find them a new home before the point at which they would have
become homeless.
Impact on social housing provider
NCH aimed to reduce the number of long-term empty properties amongst its IL stock
through the H2H scheme, to optimise the use of their housing stock. NCH’s performance
data shows that the number of long-term empty IL properties achieved its lowest ever
level, in part due to the contribution of the H2H project in letting empty IL properties.
In the fifth year of the project, a total of 90 properties were successfully let via the H2H
scheme. Of these, 84 were NCH properties and 6 were managed by other RSL providers (let
through the Homelink partnership). These properties had been void for 77 days on average,
which is longer than the average void time for similar properties – indicating that H2H is
continuing to let properties from NCH’s harder to let stock.
This increases the rental income to NCH and avoids void costs such as Council Tax
payments.
Impact on the health and wellbeing of patients and their carers
The HHCs have found it more challenging this year to make connections with and gain the
trust of patients, without any face-to-face contact. Despite this, H2H patients continue to
be very satisfied with the service they receive, giving it an average score of 9.9 out of 10.
Most patients (96%) state that they wouldn’t have been able to move without the support of
the HHCs.
Results for a sample of H2H patients in 2020/21 who have been living in their new property
for over six months show a significant increase of 12% in their health-related quality of
life (EQ-5D) on average, and 27% improvement in self-reported health. Mental wellbeing
scores have improved from below the UK population average to above average, with 74% of
patients reporting an improvement in their mental wellbeing. 37% of the H2H patients
surveyed showed a substantial reduction in anxiety/depression, from stating that they
were moderately, severely or extremely anxious or depressed at first engagement, to stating
that they were ‘not at all anxious or depressed’ six months after moving – a significant
achievement in the context of increased mental health issues amongst this year’s cohort.
Those helped by the H2H project have also experienced a number of other positive changes
since moving, which has significantly improved their quality of life. The biggest change this
year was in regards to patients’ sense of safety in and outside their home. Only 39% stated
that they felt as safe as they would like in their previous accomodation, but this increased so
that almost all H2H patients (96%) now report that they feel as safe as they would like
in their new home.
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Social isolation was also a significant issue for this group, with over half of patients
reporting they had little or not enough social contact with others when living in their
previous home. Since moving, 94% now have adequate or as much social contact as
they would like. Reducing social isolation is vitally important as it has significant mental and
physical health benefits – research shows that loneliness can be as damaging to health as
smoking 15 cigarettes a day and can increase mortality by 26%.
Other positive changes include a substantial improvement in regards to people’s own safety,
both inside and outside their home. Almost all H2H patients (96%) now report that they
feel as safe as they would like, compared to only 39% who stated this in relation to when
they were in their old home. H2H patients also report an improvement in their financial
comfort, and ability to manage their own health at home.
Carers also indicate that they have seen a huge improvement in their quality of life since
their friend/relative has moved. From a sample of carers who were surveyed, carers’
average life satisfaction score has increased by 58% in the six months since their
friend/relative moved.
Financial and social cost-benefit of the H2H project

Financial value and Return on Investment
The evaluation aims to assess the financial Return on Investment (ROI) of the H2H project,
comparing the costs of delivering the scheme with the various financial benefits that result
from the service.
The running costs of the H2H project in 2020/21 were £181,548 (42% of which was directly
funded by the CCG, and 58% was resourced from NCH budgets).
The main measure of financial impact is the cost-reduction to the NHS as a result of
reducing hospital readmissions following the H2H intervention. This is an actual costreduction, and therefore forms the basis of the NHS’s business case for the project. The
estimated total cost-reduction of reducing hospital admissions, length of stay and
Excess Bed Days over the latest year if data is £301,646. This gives a Return on
Investment (ROI)2 to the NHS’s direct funding element, in terms of cost reduction from
reducing re-admissions only, of £2.92 for every £1 invested.
There is an additional amount of cost-avoidance as a result of the project’s impact on
reducing Delayed Transfer of Care. The total cost-avoidance from reducing DTOC is
£499.581. Of this, 70% of the costs avoided fall to the NHS, and 30% to Adult Social Care.
The H2H project reduces use of other services delivered by the local authority, Nottingham
City Council, resulting in further cost-avoidance. Costs are avoided by reducing use of the
Adaptations Agency and Housing Aid, by helping patients that would otherwise have relied
on these services. The total additional cost-avoidance to NCC in Year 5 are £268,509.

2

Return on Investment is calculated as (Total financial benefit – Cost of project)/(Cost of project)
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There are cost-benefits to the housing partner, Nottingham City Homes, from letting
properties more quickly than would otherwise be the case. The financial benefits include
increased rental income and reduced costs while void, such as Council Tax payments. The
total financial benefit to NCH in Year 5 is £61,279.
The cumulative financial value of the H2H project in 2020/21 is £1,131,015.
The total net financial value achieved by the scheme in Year 5 is £949,467. The estimated
(net) financial Return on Investment is therefore £5.23 for every £1 spent on the
scheme.
Social value of the project
The positive outcomes for patients and their carers also have a social value to those
individuals. An established approach to understanding people’s wellbeing allows us to place
a financial valuation against some of the positive changes achieved. ‘Wellbeing Valuation’
allows you to measure the success of a social intervention by how much it increases
people’s wellbeing. The Wellbeing Valuation for the H2H project shows that every £1
invested creates £10.68 in social value.
Conclusions and next steps

In 2020/21, the H2H project supported 90 people who were living in housing that was
unsuitable or negatively impacting on their health, to be re-housed into appropriate social
housing accommodation. The pandemic has made working conditions for the project more
difficult, with remote working meaning forming and maintaining relationships with patients,
their families and other health and support workers has been more difficult. However, the
HHCs have managed to maintain a near normal level of service, and have managed to still
work with patients and their families and other agencies to implement a holistic package of
support.
The evaluation shows that the project is highly cost-effective, generating significantly more in
financial benefits than it costs to deliver the scheme. The evaluation model is based on
conservative estimates, so the actual cost reductions may be higher than estimated.
There is also clear evidence of social value, with significant improvements in a number of
social outcomes such as social isolation, safety, health, mental wellbeing, self-care and
financial comfort. These improvements extend to the carers of those helped through the
project.
Comparing results for Year 5 with the previous year of the project, Year 4 (2019/21) shows:
•

•

The total number of cases was slightly down on the previous year, due to all the
difficulties of operating during the pandemic. Fewer patients were referred directly
from high-demand beds, as patients were moved out of hospital wherever possible to
make space for the surge in Covid patients.
The cases continue to be increasingly complex, with a noticeable increase in the
number of H2H patients reporting mental health issues in the general H2H group (i.e.
not just those referred through the mental health pathway).
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•

•

•

Remote working practices and increased delays in empty property turnaround times
has increased the rehousing time this year, but this still remains much quicker than
re-housing outside of the project.
The financial ROI has decreased slightly from the previous year, but remains strongly
positive. The reduced ROI is largely due to lower cost reduction/avoidance to the
NHS, due to fewer patients being re-housed from high demand beds.
Evidence of positive social outcomes for H2H patients has been strong since the
start of the project, and remain very positive for Year 5, despite the difficulties in
working practices and everyday life during lockdown for H2H patients.

Funding has been secured for Year 6 of the project. The project continues to innovate and
find new ways of reducing the burden on the NHS, for example with current consideration of
providing temporary step-down accomodation for immediate use, whilst a long-term solution
is found; or potentially supporting a small number of families with a highly vulnerable child.
The project continues to be an example of a highly effective health-housing partnership, as
demonstrated by its selection by NHS England as a model for expansion of similar projects
elsewhere. NCH’s position on Nottingham’s Integrated Care Partnership supports a
continued role for housing as the city’s Integrated Care System is rolled out.

David Pearson MBE, Independent Chair of the Nottingham and Nottinghamshire Integrated
Health and Care System:
“Having a safe, secure and appropriate place to live is fundamental to being able to
sustain people’s health and wellbeing. Now in its fifth year, the programme continues
to provide benefits to the community and proves that quality housing is essential to
maintaining people’s independence by enabling as much choice and control in their
lives as possible.
“I’m excited to see the fruits of work we have undertaken described within a
commissioned report: ‘Harnessing Housing Support: Nottingham Housing to Health
Service’,* which showcases positive examples of local partnership working between
health, housing and local government and to help facilitate discussion around how
similar services could be utilised across the country.”

* The report Harnessing Housing Support: Nottingham Housing to Health Service is available at
https://mk0healthandcary1acq.kinstacdn.com/wp-content/uploads/2020/10/Harnessing-HousingSupport-Nottingham-Housing-to-Health-report-FINAL.pdf
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1. Introduction
1.1. Project background and overview
The Housing to Health (H2H) project brings housing staff within Nottingham’s Integrated
Care System, providing a holistic approach for supporting people to regain or remain
independent in their homes.
The project is delivered by Nottingham City Homes (NCH) (jointly funded by NCH and
Nottingham City CCG), initially as a 12-month pilot that began in November 2015. The
project has completed its fifth full year of operation, and currently has funding to continue
until March 2022.

The project partnership
Nottingham City Homes (NCH) manages around 27,500 council properties in
Nottingham, including around 2,100 properties within its Independent Living (IL)
communities. The IL communities provide supported accommodation for over 60s, with
specialist Independent Living Co-ordinators and access to 24-hour telecare alarm
through the Nottingham on Call service. NCH is also member of the Nottingham
Homelink partnership, which enables staff to help individuals search and apply for
properties managed by other Registered Social Landlords (RSLs) in Nottingham.
Nottingham and Nottinghamshire Clinical Commissioning Group (CCG)
commissions healthcare services across the city and county, providing a consistent
approach to planning, contracting and delivering services. The CCG are closely linked
into the work of the Nottingham and Nottinghamshire Integrated Care System (ICS)
which brings together health and care organisations across the area to improve people’s
health and wellbeing by ensuring a more joined-up approach. This project is funded from
the Better Care Fund, which seeks to join-up health and care services, so that people
can manage their own health and wellbeing and live independently in their communities
for as long as possible. The BCF brings together the CCG and Local Authority to
integrate spending plans and services.
Housing has long been recognised as a wider determinant of health. The H2H project is a
practical example of how housing interventions can improve health outcomes.
The H2H project is both a hospital discharge scheme and a preventative, early intervention
initiative. The NHS recognises that once people no longer need hospital care, being at home
or in a community setting is the best place for them to continue recovery. Delays to
discharge once the patient is ready to go home (known as Delayed Transfer of Care
(DTOC)) puts patients’ health at risk and places additional burden on limited NHS resources.
The H2H project supports the timely discharge of patients occupying a high-demand bed,
whose discharge is being delayed because they cannot be discharged to their current home.
The project also has a preventative, upstream intervention element. Healthcare and other
community staff are able to refer individuals who are identified as living in poor or
inappropriate housing, which is likely to have a negative impact on the individual’s health or
wellbeing – taking a proactive, early intervention approach.

8

As well as supporting the NHS in its aims, the project also helps social housing providers to
make optimal use of social housing stock, ensuring the uptake of empty social housing
properties across the city.
The project embeds Housing and Health Coordinators (HHCs) into the Integrated Care
System. HHCs are housing officers with extensive knowledge of the housing system, who
take referrals from healthcare staff from within the city’s hospitals, Primary Care Networks
(GPs and community health and social care teams) as well as other local community
organisations. The HHCs support individuals (from any tenure) to be re-housed into suitable
social housing. They are able to speed up the housing process and provide intensive one-toone support to the individual and their families/carers, to help them through the entire
process. One of the HHCs is based full-time in Nottingham University Hospitals, working
within the Integrated Discharge Function to identify patients in hospital with potential for
delayed discharge because of their housing. Another of the HHCs is a specialist in mental
health, and works closely with local mental health hospitals and step-down units.
The HHCs are dedicated to the people they work with, going the extra mile to support them
through their journey. Those helped through the service are often vulnerable and require a
high level of support. The HHCs support each person in selecting, applying for and viewing
appropriate properties. They also arrange a review by an Occupational Therapist and
installation of aids and adaptations as required, source furniture where needed, support with
the moving process and follow-on support after re-housing. They are able to signpost
individuals to further support, for example for help with financial management including
managing rent, maximising their welfare benefit income, managing fuel bills etc., and to
activities and support offered in the Independent Living (IL) communities, providing the
opportunity to engage with their community and/or social activities and reduce social
isolation.
The project started in November 2015, initially as a pilot year. The project has proved to be
successful and funding has been renewed year on year. The H2H team in Year 5 include
three HHCs and an admin support post, as well as management input from NCH.
There are three criteria for inclusion in the H2H project:

•

•

•

H2H Supported Housing – NCH or other RSL. Patients who meet the criteria for
supported housing, including properties managed by NCH (largely Independent
Living communities, for those aged over 60) or other RSLs in the city (criteria
dependent on each scheme). For those occupying high-demand beds (DTOC) or in
the community (early intervention).
H2H Medical Referrals - Essential wheelchair users. Patients of any age who are
essential wheelchair users, occupying high demand bed space. Rehoused into
suitably adapted accommodation in NCH or other RSL stock.
H2H Social Recommendations – Mental Health. Single applicants of any age who
are occupying high demand beds in a Mental Health unit/facility. Rehoused into
suitable single-person accommodation within NCH or RSL stock.

The H2H project has continued to operate successfully throughout the COVID-19 pandemic.
The team have adapted working practices to be able to safely deliver housing support to
those in need. During the pandemic, there was increased risk to patients’ health from being

9

in hospital, and an urgent need to reduce pressure on bed spaces. Thus, the H2H project
was all the more necessary to support the timely discharge of patients from hospital, and
help prevent unnecessary admissions.

Case study: Reducing delayed discharge from care during the Coronavirus lockdown
Mr G was referred to the H2H project by ward staff at the hospital, as he had required an
amputation and an OT visit to his home confirmed that he could not return to his home,
where he lived on the second floor of a shared house. As with several H2H cases during this
time, once he was medically fit for discharge Mr G was moved out of hospital into a care
home, to free up much-needed acute bed space whilst a housing solution was sought. This
was funded via emergency Covid-related funding from the government to the NHS, but the
longer patients remained in such provisional accomodation, the higher the cost to the public
purse.
This situation has made working conditions much tougher for the HHCs, as they were unable
to visit patients in care homes due to Covid restrictions, and so all interactions had to take
place over the phone or via email. This made it harder to form the level of trust required to
support a vulnerable person to move, as well as making the logistics much more challenging,
such as getting the required information and documents, and coordinating all parties required
to support the move. However, the HHC worked hard to build trust and make sure everyone
understood what needed to happen to support the rehousing process, and found Mr G a
suitable bungalow that was assessed by the Disability Housing Advisors as suitable and
accessible for him in his wheelchair. Mr G was unable to leave the care home to view the
property, so the HHC sent him lots of videos and photos of the property, and arranged to
meet his representative to view the property. All of the sign-up paperwork also had to be
completed remotely too, as well as documents required to get furniture for his new home.
The HHC made sure the property was ready for Mr G to be discharged to, taking delivery of
furniture, liaising with Occupational Therapists and Disability Housing Advisors for necessary
equipment, and requesting an assessment for a care package. The HHC was finally able to
meet Mr G on moving day, to make sure he was happy not only with his new property but
also understood his responsibilities as a tenant of NCH.
The H2H project has therefore helped patients move from temporary accomodation in a care
home, paid for by emergency Covid funds, into long-term sustainable independent living
accomodation.
*Name has been changed

Partner testimonial: Occupational Therapist
“As an occupational therapist working with people who have had major lower limb amputations,
I’m in regular contact with [the HHC for Integrated Discharge]. She is totally committed to her
work, going above and beyond to meet the needs of our patients. She is keen to collaborate
closely and goes out of her way to foster good working relationships with professionals. She is
efficient and conscientious but, at the same time, is always compassionate in her approach. Our
lives would be so much easier if only we had an [HHC} working in every area of the East
Midlands!”
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1.2. Aims and objectives
The Housing to Health (H2H) project provides the housing options and housing support
element to the Integrated Care Partnership. The project aims to support patients who are
inappropriately housed, where this is impacting on their health and wellbeing. The aim of the
scheme is to intervene at an earlier stage to support and enhance the best possible
outcomes for citizens and their carers, and hopefully reduce the number of (re)admissions
into hospital.
The evaluation aims to assess the success of the project against its objectives, and to
measure the cost-effectiveness of the interventions, as well as the social value generated.
The objectives for the project are to:
1. Support the patient’s transition from a reablement bed to self-care/ supported living at
home
2. Facilitate earlier discharge from hospital where inappropriate housing is the delaying
factor in discharge
3. Provide early intervention in supporting patients affected by poor or inappropriate
housing
4. Improve the uptake of empty social housing properties in the city
5. Improve the health and wellbeing of citizens who are negatively impacted by poor or
inappropriate housing
6. Enable citizens to live independently for longer, with less reliance on intensive care
packages
This evaluation update brings together all the data for Year 5 of the project (April 2020 –
March 2021), showing progress against the outcomes set out above.

1.3. Background and context
Housing and health partnership context
Since the start of the project, the partnership between housing and health has been formally
recognised and promoted in Nottingham’s Memorandum of Understanding to Support Joint
Action in Improving Health through the Home3, signed in 2016. The MoU has the following
long-term objectives:
1. Integrating health, social care and housing services
2. Maximising the impact from housing as part of the ‘wider health workforce’
3. Maximising the housing contribution to reducing health inequalities between areas and
social and cultural groups
4. Further developing the housing sector’s role in reducing the demand for health and
social care services
5. Communities and citizens playing their part in contributing to healthier lives strategies
and activities
The H2H project has directly contributed to Priority Area 2, where the aims are to develop
integrated health, social care and housing working practices, and to develop joint actions to
prevent hospital admissions, reduce re-admissions, and which speed up hospital discharge.
3

https://nottinghaminsight.org.uk/d/aAXMZI5
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More recently, the partnership between housing and health has been formalised via the
Nottingham and Nottinghamshire Integrated Care System. Nottingham City Homes is a
member of the Nottingham City Integrated Care Partnership (ICP), responsible for
supporting local delivery of integrated health and care services in the city. The ICP brings
together the organisations that can influence health and wellbeing in Nottingham city to
support the needs of people who live here, with the aim that working together can have the
biggest impact on improving lives.

Health context
Nottingham’s health landscape has been through a significant strategic shift as it has
implemented one of the first Integrated Care Systems in the country. The Nottingham and
Nottinghamshire Integrated Care System4 brings together the local NHS, councils and
voluntary sector to create an Integrated Care System (ICS), to take collective responsibility
for managing resources, delivering NHS standards, and improving the health of the
population of Nottingham and Nottinghamshire. The system has even closer collaboration
between health and wellbeing partners, to ensure that the entire care system is well
coordinated and working together to deliver the best care, across all settings – be that in
clinics or hospitals, living in nursing homes, or at home.
The ICS takes a Population Health Management (PHM) approach. This approach looks
beyond the health system to consider the wider determinants of health. PHM uses data to
understand the needs of the population, enabling focus and resources to be tailored to areas
where the intervention can have maximum impact.
The Integrated Care System Board has overall strategic responsibility for the ICS. At the
next level there are three Integrated Care Partnerships (ICP) – Mid-Nottinghamshire,
Nottingham City and South Nottinghamshire. Nottingham City’s Integrated Care Partnership
(ICP) was launched in November 2019. Nottingham City Council and Nottingham City
Homes are both members of the Nottingham City ICP. The ICP’s priorities for 2020/21 are to
work together to improve the lives of citizens by:
1. Supporting people who face multiple disadvantages to live longer and healthier lives
2. Preparing children and young people to leave care and live independently
3. Supporting those who smoke to quit and reducing the number of people at risk of
smoking
4. Increasing the number of people receiving flu vaccinations
5. Reducing inequalities in health outcomes in BAME communities
As a partner in the ICP, Nottingham City Homes will support the role of housing in delivering
these priorities. This builds on a clear foundation within Nottingham for housing as a partner
in delivering wider health and wellbeing outcomes, as demonstrated in a number of other
key strategic commitments and plans (see Table 1 below).

4

For more information on the Nottingham and Nottinghamshire Integrated Care System see
https://healthandcarenotts.co.uk/
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Table 1: Key health and wellbeing strategies in Nottingham and links between housing and health

Overview of strategy

Aspects relating to housing and health

Nottingham City Joint Strategic Needs Assessment (JNSA)
The JNSA is a local
assessment of current and
future health and social care
needs, and determines what
actions local authorities, the
NHS and other partners need
to take to meet health and
social care needs and to
address the wider
determinants that impact on
health and wellbeing.

The JNSA for Housing, Excess Winter Deaths and Cold-Related
Harm sets out how housing is a key determinant of health and poor
quality or unsuitable homes can directly affect people’s physical and
mental wellbeing, creating or exacerbating health issues. The JNSA
identifies that there is insufficient turnover in the housing market to
enable or encourage households to move as their needs change.
There is a need to optimise existing housing, increase the flexibility
and choice in the housing offer as well as deliver increased provision
overall. The JNSA recommends that the Health & Wellbeing Strategy
retains a focus on housing as a means of improving health outcomes.

Nottingham and Nottinghamshire Sustainability Transformation Plan (STP)
The STP brings together NHS
organisations, the Local
Authority and other local
partners to develop an
integrated approach to
delivering services across the
local geographical footprint.

Nottingham and Nottinghamshire’s STP is one of the only STPs that
specifically identifies a role for housing. The ‘Housing and
Environment’ theme aims to maximise potential health and
wellbeing improvements by addressing wider determinants of health
such as housing standards and environmental factors. This includes
the aim to support people to live independently at home, and an
identified action to develop a common hospital discharge scheme
across the footprint.

Nottingham and Nottinghamshire ICS Health Inequalities Strategy
This 5-year strategic plan
(2020-2024) sets out a shared
vision to both increase the
duration of people’s lives and
improve those additional
years, allowing people to live
longer, happier, healthier and
more independently into their
old age.

Health inequalities are driven by wider determinants of health,
including the quality of housing.
The strategy supports effective place-based working, including
community-based interventions through collaborations and
partnerships.
Objectives in terms of housing are to:
• Identify and commit to actions that further provide for safe
homes and are targeted to areas of highest need
• Support actions that help to keep people in their homes at a
time of financial insecurity and increasing unemployment
• As a system, provide support to community assets that are
essential services for people in their own homes
• Social housing embedded as part of integrated discharge
approach

Nottingham City Joint Health and Wellbeing Strategy
The JHWS sets the priorities
for the Nottingham City Health
and Wellbeing Board (HWB),
which oversees joint
commissioning and joined up
provision for citizens and
patients. The primary aim of
the Joint Health and Wellbeing
Strategy 2016-2020 is to
increase healthy life
expectancy in Nottingham,
particularly focusing on
deprived neighbourhoods to
reduce health inequalities.

The H2H project aligns with a number of the objectives within the
strategy, such as:
• Housing will maximise the benefit and minimise the risk to
health of Nottingham’s citizens
• Services will work better together through the continued
integration of health & social care that is designed around the
citizen, personalised and coordinated in collaboration with
individuals, carers and families
• Reduce the harmful effects of debt and financial difficulty on
health and wellbeing
• People who are, or at risk of, loneliness and isolation will be
identified and supported
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The project also aims to have a more immediate effect on the levels of pressure on acute
NHS services. The NHS continues to face high levels of bed pressure and demand on its
acute services. Delayed discharge from hospital care has been highlighted as a serious
issue for the NHS, costing £820m a year as well as putting older patients at risk (Health
Watchdog). To support the reduction of delayed transfers of care (DTOC), the High Impact
Change Model was developed by partners across health and social care. As outlined in NHS
England’s Next Steps of the Five Year Forward View5, this aims to support local systems to
minimise unnecessary hospital stays. One aspect of this is the introduction of Discharge to
Assess (D2A), which has been implemented in Nottingham in 2017. D2A aims to discharge
patients home once they are medically fit, to receive assessment for longer-term care and
support whilst in their home setting. The D2A policy in Nottinghamshire defines individuals
as requiring either a ‘simple discharge’, which is organised by the ward team, or a ‘supported
discharge’ which is supported by the Integrated Discharge Team (IDT). The supported
discharge aspect has three pathways for patients, depending on their need:
1. Pathway 1 – home with support
2. Pathway 2 – short-term placement (e.g. rehabilitation)
3. Pathway 3 – continuing care (longer term placement of complex needs)
The Discharge to Assess process introduces changes in service use that are reflected in the
evaluation methodology from Year 3 onwards. Patients are no longer assumed to remain in
a hospital bed whilst awaiting a housing solution, and instead will follow one of the three D2A
pathways.

Social housing context
National housing policy was clarified in November 2020 with the publication of the Social
Housing White Paper: The Charter for Social Housing Residents6, following the earlier
Green Paper on Social Housing in 2017 and subsequent consultation process. This sets the
Government’s policy focus, with emphasis on safety, quality, performance, fairness, respect
and strengthening the voice of residents.
The Government have stated how important they believe home ownership is. Policy
emphasis again appears to be moving away from the provision of social housing to rent, with
record low numbers of new social housing completions, despite the increasing demand and
need for it across the country. This is illustrated by ever lengthening waiting lists.
As with all other areas of our national life, the context for social housing will be dominated by
the coronavirus pandemic and the immediate and longer-term consequences of this. The
pandemic focussed attention on health and welfare issues in new ways, as many lifestyles
had to change in response to a rapidly emerging situation. This was particularly true for the
most vulnerable people, where issues like shielding and social isolation created new and
additional challenges. Public spending will be impacted in the long run, but it is yet to be
determined how. For NCH’s residents, the impact on employment may be significant.
Evidence suggests that the impact of this has fallen particularly heavily on those already on
low incomes and in precarious parts of the economy, especially women and young people,

5

See https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
See https://www.gov.uk/government/publications/the-charter-for-social-housing-residents-socialhousing-white-paper
6
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ethnic minorities, disabled staff and older workers. There has been increased demand for
help in provision of the most basic welfare services. The use of foodbanks has increased,
along with intervention to help support children and families by providing food during school
holidays. This will be the context of the challenges many of Nottingham’s residents face.
Like many similar local authorities, Nottingham City Council (NCC) faces significant financial
challenges. The coronavirus pandemic has placed substantial extra demands on council
services, as local government worked to help vulnerable people across the city, maintain
vital services, and cope with a dramatic reduction in income caused by prolonged lock down
periods.
In terms of local housing policy, NCC has committed that all of Nottingham’s citizens should
be able to access a good quality home, and that those homes should be affordable to them.
The coronavirus crisis, particularly its financial implications, has had a profound impact on
the Council’s ability to deliver its objectives, as set out in the Council Plan 2019-2023. The
Council has therefore been working on a refreshed Strategic Council Plan 2021-2023 that
will replace the existing Council Plan. The refreshed plan sets out an overall vision for
Nottingham, and a set of eleven high level outcomes, one of which is housing. Although the
scale of ambition will necessarily reflect the future availability of Council investment, the
fundamental commitment to accessing good quality, affordable homes remains, and the
City’s housing strategy’s key themes will be:
•
•

•
•
•

Increasing the supply of homes according to identified needs
Raising the quality of housing and housing management standards across all
tenures, making sure there is compliance with safety requirements, and meeting
energy and sustainability commitments
Preventing homelessness and eliminating rough sleeping
Supporting health and social care by providing housing solutions which promote
independence and wellbeing
Cross-cutting: post-covid recovery and adapting to change.

However, despite local commitments, the need for housing continues to grow and the supply
remains limited. Discounted sales of social housing through the Right to Buy continue to
reduce the stock of council homes at a greater rate than new social housing is constructed,
despite the proactive approach to building new social housing pursued by NCH and NCC.
The current Right to Buy regulations limit the flexibility on how sales receipts can generate
sufficient funds to finance replacement homes.
The result in Nottingham is that demand for social housing massively outweighs the supply
of housing. The housing register of those seeking social housing stands at over 8,500
households. In 2020 NCH were able to let around 1,000 homes, so demand is more than
eight times the supply available. As a result, NCH has to prioritise applicants, as set out in its
refreshed Allocations Policy which was implemented from 2020. This placed applicants with
medical needs or occupying a hospital bed in a higher priority band than before, but places
homeless households as the highest priority.
The effects of the increased demand for properties are shown in Error! Reference source
not found. below. Since the start of the project, the overall trend has been an increase in
average waiting times for an NCH property on the general waiting list. There are also fewer
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properties of the type suitable for H2H patients7 available, shown by the decrease in the
number of new lets that are able to be made year on year.
This has continued in the current year, exacerbated by the Coronavirus pandemic. For
example, there have been acute problems in preparing empty (void) properties for re-letting,
due to required social distancing whilst working in void properties and staff absences due to
Covid. Hence, this has created a backlog of empty properties waiting to be made ready for
re-letting. NCH has also followed Government and NCC guidance in prioritising rehousing
homeless households, which has increased during the pandemic. Whilst it is a positive step
that many homeless households have been found accomodation, this has had a negative
effect on homes available for other households seeking housing.

Figure 1: Number of new lets per year, and median waiting time
(All allocation bands, only similar property types to those let through H2H)

NCH has recently updated its Corporate Plan. The vision is to provide homes and places
where people want to live, with a commitment to provide safe, good quality homes and
neighbourhoods at affordable rent levels. Over the course of this Corporate Plan, NCH will
look for new opportunities to expand services through their work with the Nottingham City
Integrated Care Partnership, to provide specialist supported housing and amalgamate
resources to provide better integrated health, housing and care provision. NCH also sits on
the Health and Wellbeing Board.
NCH’s current activities to develop a holistic offer to support health and housing needs
includes:
•

•

Through the Grander Designs programme, NCH has refurbished almost all of its
Independent Living Schemes, making them more attractive and welcoming places to
live. In recent years NCH has built five new Independent Living schemes, providing
163 further IL properties.
NCH opened its new Extra Care provision at the Woodthorpe and Winchester IL
schemes in 2020, providing a better alternative for older tenants with additional

7

Figure 1 includes new lets and waiting times for Independent Living flats and bungalows, General Needs
bungalows and one-bedroom flats.
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•

needs. This is delivered in partnership with Nottingham City Council (NCC) Adult
Social Care, providing assessment beds for social care and supporting social care
nominations in letting the properties, including priority for those with long-term
package of care. The H2H project is able to refer appropriate patients into this
accomodation.
NCH provides the Nottingham On Call (NoC) telecare assistive technology service.
This provides 24 hour monitored support and assistive technology to anyone in
Nottingham. The H2H project works closely with NoC to ensure all H2H patients who
require it, have the service set up for them. NCH intends to expand its Assistive
Technology offer in the coming years to provide additional levels of assistance, which
will help other health and care providers reduce their costs through preventative help,
care and support.

Case study: Early intervention due to poor quality housing
Mr K was referred to the H2H team by NCC Environmental Health, as the property he was
living in was in such a poor state that a Prohibition Order had been placed on the property.
Mr K had lived with his father in their home, but his father had sadly passed away. There was
no electricity to the property, and the only source of heating in the whole home was a single
gas fire. There were missing roof tiles and gaps in the ceiling. Mr K had no savings or funds to
make the property legally safe. He also was experiencing mobility issues due to infections in
his legs, and was waiting for hospital appointments for treatment. It was not possible for Mr K
to remain safely in his home, and he needed to be urgently rehoused.
The HHC worked to find Mr K a property in the area where he had social connections. Within
16 days from the referral, he had signed up for a ground-floor flat with an accessible
wetroom, in an area he was comfortable with. The HHC helped him complete a full Housing
Benefit claim, and made a referral to a local charity where he could obtain furniture, as much
of his existing furniture was not in a fit state to move from his previous address.
Mr K rated the H2H service 10 out of 10 and, six months on, is very satisfied with his new
property. He feels much safer than he did previously, and also more financially comfortable.
He feels much more able to manage his own health at home than he did previously.
*Name has been changed
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2. Service delivery and patient characteristics
2.1. Engagement and generating referrals
The HHCs now have well established links to staff within Nottingham University Hospitals
(NUH), local mental health units and healthcare in the community. The HHC for Integrated
Discharge works as part of the Integrated Discharge Function within the hospital.
During the Covid pandemic, the HHCs have mainly worked remotely to maintain the safety
of staff and H2H patients. Referrals have been made electronically or over the phone, and
the application process has also been completed over the phone or electronically. The HHCs
have also worked innovatively within the safety guidelines, to ensure that they can continue
to support vulnerable customers, including those without access to technology. For example,
where a copy of ID is required for an application, the HHCs have been to the applicant’s
home and taken photos of ID through the window, where customers don’t have access to a
scanner or email. This has had its challenges, such as building the relationship and trust with
patients to help support them in their move, as well as practical challenges such as viewing
potential properties. However, the HHCs have succeeded in keeping the project going
through the challenges faced.
Despite the interruption to working practices, referrals into the project are on par with
previous years, with 285 referrals into the project in Year 5. Just under three quarters of
referrals were from staff in the community, higher than in previous years – including housing
staff, healthcare staff (e.g. Occupational Therapists, Care Coordinators, nurses) and social
or other support workers. The HHCs experienced a higher level of referrals from care
homes, where a significant proportion of H2H patients had been moved out to from hospital
beds, to free up beds for the surge of Covid patients.
The HHC for Integrated Discharge, who usually operates from within the hospital, has
maintained links with the Integrated Discharge Team (IDT) and other hospital staff whilst
working remotely. Thus, the remaining 28% of referrals were from staff in the hospitals –
mainly social/support workers within the Integrated Discharge Team, Occupational
Therapists or ward Discharge Coordinators.
Source of referral - Community

%

Source of referral - Hospital

%

NCH staff

32%

Social or support worker

53%

Social or support worker

25%

Discharge team

28%

Occupational Therapist

16%

Occupational therapist

9%

Community coordinator/healthcare staff

14%

Self-referral

1%

Self-referral

9%

Other or unknown

9%

Other healthcare staff

2%

TOTAL

81

NCC environmental health

0%

Unknown

1%

TOTAL

204
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Table 2: Sources of referrals from
community and hospital staff

Out of the 285 referrals, just under half of cases were subsequently closed. Closure reasons
include the patient being not willing to engage with the scheme, or other reasons further
through the process – for example, in some cases patients chose to remain in their current
home with some home care support in place. In other cases, patients or the family refused
the properties that were offered to them, and decided not to move.
In 2020/21, 90 people had been successfully rehoused into social housing properties. A
further 64 applications were live, still undergoing the assessment or allocation process

Partner testimonial: Social Worker
“I am a social worker in the [community] mental health team. Housing is an element that we regularly
deal with, but this is not part of our role, so I often contact the Housing to Health team for their
guidance on what to do or who I need to contact; each contact I have made has been resolved
following a conversation with Housing to Health.
Generally speaking, housing isn’t something I (or my social work colleagues) have expert knowledge
of, so the Housing to Health Team are invaluable to making sure our citizens are supported in the right
way. There is no other ‘service’ that meets this need, so without this Housing to Health specialist
input, I suspect there would be increased delayed discharges and increased pressures on other roles
(such as social workers) to attempt to resolve, this would not be sustainable.
A huge thank you to the Housing to Health Team!!”

2.2. Service performance: Rehousing patients requiring early intervention or discharge
from acute care
A total of 90 people were rehoused in Year 5. This brings the total to 544 people rehoused
since the beginning of the project in November 2015.
The median8 rehousing time for H2H patients (from the date the referral was received to the
start of the new tenancy) was 86 days. This has increased by 10 days from the median for
Year 4, reflecting the difficulties in working conditions, the longer turnaround period for
empty properties, and continually increasing pressure on social housing and resulting
reduced availability of suitable properties. However this rehousing time is still considerably
below the average waiting time of someone outside of the H2H project, which in 2020/21
was 178 days for a similar property (1 bedroom flat or bungalow in Independent Living or
General Needs) for someone in the high priority bands on the general waiting list.
The first category of H2H patients focuses on those that are in a health or social care bed, or
continuing to receive social care at home, who were medically fit for discharge from care but
were receiving ongoing care because their home is unsuitable for discharge – resulting in a
delayed transfer of care (DTOC). This includes H2H patients who were either in a hospital

8

The median value for housing time (application to tenancy start) is used throughout, instead of the mean,
due to a number of outliers (i.e. a small number of individuals whose cases took a long time to resolve)
resulting in a positively skewed distribution of rehousing times which results in a higher mean value.
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bed (general or mental health hospital), community or rehabilitation bed, mental health step
down unit, or in residential social care at the point of referral.
In Year 5 this included 29 patients (32% of those
Location on referral
Count
rehoused). The proportion of DTOC cases has
Residential social care
7
reduced slightly from previous years. This is likely
to be due to the fact that all non-Covid hospital
Hospital
7
work (such as elective cases, and all but the most
Community/rehab bed
5
urgent cases) was scaled back during the
pandemic – therefore, it is likely there were fewer
Mental health step down unit
7
patients meeting the H2H criteria coming through
Mental health hospital
5
the hospital system. Table 3 shows the
breakdown of the location of H2H patients at the
Table 3: Location of H2H patients on referral
time of referral. This year, a higher proportion of
patients were in high demand community or rehab beds, due to the pressures to free up
hospital bed spaces. A higher proportion of cases were either referred from, or moved to a
care home in the community during the rehousing process, again to free up bed space. The
Government made specialist funds available to the NHS during this period to pay for care
home placements to free up bed space.
The remaining 68% of cases were referred from the community, i.e. early intervention cases.
The aim of early intervention is to help those at risk of hospital admission due to their
housing conditions, and therefore avoid/reduce hospital (re)admissions.
Of the 61 early intervention cases, 52 individuals (85%) were judged to be at relatively high
risk of imminent hospitalisation due to their housing conditions9. The most common reason is
due to the risk of falling at home, or mobility issues – this was recorded as the primary risk
factor in 59% of high-risk early intervention cases. A further 20% were at risk of
hospitalisation due to unsuitable housing exacerbating existing health conditions, such as
COPD or heart failure. A further 15% were at risk of admission due to serious impacts on
their mental health from housing/neighbourhood conditions.
Results from a sample of this group where data was available (from either hospital
admissions data or patient recall) shows that 61% had already had a hospital admission in
the last six months.
In addition to being suitably rehoused, many H2H patients have the Nottingham on Call
service in their new home, providing them with assistive technology, including a 24-hour
monitoring and response service. In Year 5, 70 H2H patients had Nottingham on Call
facilities installed in their new home. This takes the overall total over the lifetime of the
project to 397 H2H patients supplied with Nottingham on Call facilities (72% of all H2H
patients).

9

According to the judgment of the clinical practitioner referring the case.
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Case study: Reducing delayed transfer of care from Covid-funded care home
placement
Mr D was referred to the H2H project by Adult Social Care workers from the Integrated
Discharge Team at the local hospital. He had been admitted to hospital, and during his stay his
landlord contacted him to say that he could no longer return to his privately rented room.
This occurred during the Covid lockdown, and due to the immense pressure on hospital beds,
once Mr D was ready for discharge he was found a placement in a care home, as a temporary
measure while more permanent housing was found.
The HHC had to work with Mr D remotely due to Covid restrictions, contacting him by phone
and working with the Care Home manager to provide all the relevant information and
documents to apply for a social tenancy. The HHC found Mr D an Independent Living property
that would be suitable, but realised that Mr D had nothing to furnish his new property.
Therefore the HHC found him a furnished property, and made a referral to a local charity and
went herself to collect bedding, curtains and kitchen utensils as well as towels and plates,
cups and knives and forks for him. The HHC did everything to make sure the property was
completely set up when Mr D was ready to move – from taking delivery of furniture, to
making the bed, clearing the debt on the electricity meter, and collecting him a food parcel.
The HHC was there on the day of the move, and arranged for a taxi to take him from the care
home to his new home. Once he arrived, the HHC took him to the local shop to purchase
credit for the electricity meter, introduced him to the shop keeper and made sure he knew
what to do ready for the next time he needed to ‘top up’. This interaction showed the HHC
that Mr D would need support in settling into this tenancy and so the HHC made an urgent
referral for floating support.
Without the H2H project, Mr D would have been homeless and potentially remained in the
care home for longer period while a housing solution was sought.
*Name has been changed

2.3. Characteristics of re-housed patients
An overview of the data on the characteristics of re-housed patients in Year 5 shows that the
older patient group, with accessibility/mobility issues, remains the primary group of H2H
patients. In Year 5, there are higher levels of reported mental health issues amongst the
whole patient group (not just those referred via the Mental Health pathway). This may reflect
the impact of the Covid pandemic on the mental health of this patient group. In general, on
referral the patient group has multiple health issues, and lower health-related quality of life,
self-reported health and mental wellbeing compared to population averages for this age
group.
The referral criteria for the project separates
Referral criteria
%
patients into three groups: older people requiring
rehousing to Independent Living; people of any age
Over 55/60s
80%
needing wheelchair accessible properties; and
Essential Wheelchair
6%
those receiving mental health treatment who require
rehousing. Table 4 opposite shows the spread of
Mental Health
14%
cases across the criteria for referrals into the
Table 4: Service users’ referral criteria
project. This is very similar to the spread of cases in
the previous year.
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Case study: Supporting discharge from mental health hospital into independent living
Mrs L was a 74-year-old woman who was living in an NCH tenancy in a two-bedroom
bungalow. However, since the passing away of her late husband Mrs L suffered severe
depression and isolation. This resulted in numerous admissions to hospital with concerns over
her mental health. After several attempts to discharge Mrs L home with support in the
community, she was readmitted to hospital each time. Whilst on the ward of a mental health
hospital, Mrs L was referred to H2H by her Occupational Therapist.
At the time country was in the midst of the Covid pandemic therefore an online assessment
was arranged with the support of the ward to undertake the initial assessment and complete a
housing application. Mrs L disclosed that she had found it difficult to cope in the property she
and her husband had shared for many years. Mrs L and her family felt a move into Independent
Living accommodation that also provided some additional support would be more appropriate
and improve her wellbeing. Mrs L was also looking to move to into accommodation that
provided her with the opportunity to engage more in the community to reduce her isolation.
The H2H service processed Mrs L’s application whilst she was in hospital. Whilst a long-term
housing solution was sought, Mrs L was able to be discharged from hospital into NCH’s Extra
Care scheme, where she could live with suitable support until she could sign for her new
tenancy.
Mrs L is now happy and well supported in her new home. She benefits from the adapted
property, as well as on-site Independent Living Co-ordinators and communal rooms where
other residents will run regular meetings when restrictions ease.
Furthermore, this case also demonstrates how the service makes best use of NCH stock. Mrs
L’s previous property was allocated to an applicant on the housing register requiring bungalow
accommodation.
*Name has been changed

Patients are referred into the project because they have health issues that mean their
housing is unsuitable for their needs, which can be for a number of reasons. A review of
each case classified the primary reason why the individual needed to move. The most
common reason is that the property is no longer accessible due to restricted mobility of the
individual – this on par with the previous year.
Primary reason for move

%

Accessibility

68%

Wellbeing/ mental health

24%

Insecure housing/ homeless

11%

Disrepair/hazardous

2%

Table 5: Primary reason for move (multiple
reasons in some cases)

The second most common reason is as a result
of the property or location negatively impacting
on the individuals’ wellbeing or mental health.
For example, wellbeing issues could be where
there are problems with neighbours or they have
been victims of crime or anti-social behaviour, or
they need to be closer to family or carers. The
need may also arise more specifically from
mental health needs, i.e. the need for suitable
housing given the individual’s needs.

Patients were also moved due to ‘insecure housing’ or threat of homelessness, i.e. where
the individual’s ability to remain in their current home is under threat, and this is negatively
impacting on their health. This can be due to eviction/end of tenancy of a rented property, a
family home being sold, overcrowding, or a relationship breakdown.
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Finally, a small number of cases were referred because patients were not able to return to
their home because it was in a hazardous condition. This includes issues such as homes in
a state of general disrepair or specific repair issues that are impacting on health e.g. damp
or cold housing.
The health status of patients was gathered via case notes from assessment visits by the
HHC, and via the completion of a number of validated tools for the assessment of health and
wellbeing. These assessments are completed when the patient is first referred to the project,
and repeated six months after the patient moves to the new property, to assess change in
physical and mental wellbeing (see Section 3.5).
Table 6 shows the pre-existing medical conditions experienced by H2H patients at the point
of referral into the scheme. The most common medical issues are related to mobility
restrictions or difficulties, reflecting the primary reason for people needing to move being
accessibility to their current home. This is stable compared to the previous year, but more
patients are reporting that they are frail/elderly.
This year, just over half of the patient group report having mental health issues or
illness on referral, which expands outside of those referred into the Mental Health pathway
(numbers of which have remained stable), but instead reflects increased mental health
issues across all patient groups.
Just over a quarter of the group have already had a fall recently. A quarter of the patients
have breathing difficulties, which is in line with the high incidence of respiratory conditions
amongst the Nottingham population. The number of wheelchair users has decreased slightly
from previous years.
Health issues
Restricted mobility or difficulty
getting upstairs
Mental health illness or issues
Frail / elderly
Had a fall
Arthritis
Breathing difficulties
Heart problems

%

Health issues

%

77%

Diabetes

14%

53%
34%
27%
26%
23%
15%

Wheelchair user
Had a stroke
Cancer
Visually or hearing impaired
Other

11%
11%
9%
5%
10%

Table 6: Pre-existing health conditions reported by H2H patients

The validated health and wellbeing tools/measures used to assess baseline health include:
• Health-related quality of life (EQ-5D - 5 level) – assesses levels of mobility, self-care,
usual activities, pain/discomfort and anxiety/depression, converted to an overall health
utility index. This is the measure developed by the National Institute of Clinical Evidence
(NICE) to evidence whether an intervention is cost-effective
• Self-reported health scale (Visual Analogue Scale) – asks patients to score their
overall health between 0 (worst imaginable health) and 100 (best imaginable health)
• Mental wellbeing (Short Warwick-Edinburgh Mental Wellbeing Scale) – asks patients 7
questions that give an overall score for mental wellbeing of between 7 and 35.
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At the point that they were referred to H2H:
• The health-related quality of life (EQ-5D) index indicates that around half of patients
have moderate to severe issues with mobility, performing their usual activities and
depression/anxiety. Fewer patients had issues with washing/dressing themselves and
pain/discomfort in Year 5. The overall average EQ-5D index score was 0.54 (on a
scale of 0 to 1), which is on par with previous years. This is well below the England
average for this age group, which is 0.785 for the 65-74 age group.10
• On average, the H2H patients scored their self-reported health at 41 out of 100 on the
scale. As may be expected, this is much lower than the England population norm of
82.5, and also lower than the average for population aged over 65 which stands at 70
out of 100.11 It is similar to score from H2H patients in previous years.
• The average mental wellbeing score was 20 out of 35, which is lower than the
England average of 23.6. This is a similar level to H2H patients in previous years.

The previous tenure of the 90 people who were rehoused
is shown in Table 7. The biggest category is existing NCH
tenants, who were living in other NCH properties that no
longer appropriate for their needs.
A significant proportion were living in temporary
accommodation, such as staying with family/friends or in
a care home while waiting for more appropriate
accommodation.

Previous tenure

%

NCH tenants

44%

Living with family/friend

13%

Private rented

12%

Other RSL tenants

8%

Mental health facility

8%

Residential/ Care home

8%

Owner occupier

7%

Table 7: Previous tenure of H2H
patients

Other demographic information about the main patient is shown in the table below:
Age group
<55
55-59
60-64
65-74
75-84
85+

%

Gender

%

Ethnicity

%

10%
14%
19%
27%
22%

Male
Female

54%
46%

Non-BME
BME

86%
14%

8%

Table 8: Demographic information

10

Fend, Devlin and Herdman. Assessing the health of the general population in England: how do the three- and
five-level versions of EQ-5D compare? (Health and Quality of Life Outcomes, 2016 13: 171)
11
Ibid 8
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Case study: Supporting discharge of potentially homeless patient
Bill had been living with a friend for many years, who he cared for in return for living in her home.
His friend became unwell and was taken into a care home, and whilst Bill was living alone he fell
at home and was admitted to hospital. Whilst he was in hospital, he found out that his friend’s
home was being sold as she was remaining in care, and so he had nowhere to be discharged to.
The Integrated Discharge Team (IDT) therefore referred the case to the HHC who works alongside
the IDT.
Whilst a new home was being sought, Bill was discharged from hospital into a community bed. His
sister was contacted to help with the process of securing him suitable housing, and she viewed
several properties on his behalf. The HHC found him a suitable ground-floor flat in an
Independent Living scheme, close to where his sister lived. The HHC helped source all
documentation and complete the paperwork to arrange the tenancy, and with the help of his
sister, prepared the flat ready for Bill to move into. Without the H2H project, Bill would have
remained in a community bed for longer, or would have been referred to Housing Aid for
homelessness support.
*Name has been changed
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3. Project outcomes and impact
3.1. Reducing hospital readmissions post intervention
The overall aim of the project is that by supporting individuals to move from housing that is
negatively impacting on their health and wellbeing into more suitable housing, this will
hopefully reduce the number of (re)admissions into hospital. This helps to reduce the longterm pressures and costs on the NHS, by having an ongoing effect on the number of hospital
admissions.
It is also anticipated that reducing hospital (re)admissions will also help individuals to live
independently for longer (one of the objectives of the project), as a stay in hospital –
particularly a lengthy one – can often lead to loss of muscle strength for older patients, and
can have increased risk of infection, low mood and reduced motivation.12
Through a data-sharing exercise with Nottingham University Hospitals, data on actual
hospital admissions for a sample H2H patients (those who have given consent to access
hospital records) is available, covering the six months before and after the intervention of the
H2H project. This includes H2H patients referred via hospital pathway, or through early
intervention in the community. The data covers the number of admissions, length of stay,
excess bed days and costs of stay.
In total, hospital admissions data is available for 401 people who gave permission to access
and share their hospital admissions data since the start of the project. This includes 278
people rehoused since the beginning of the project, and a further 123 who had contact with
the scheme, but were not rehoused (reasons included patients refusing to move, or patients
with live applications who have not yet accepted a property). This provides a comparison
group of individuals with similar needs to those who have been rehoused (i.e. meeting the
criteria for H2H project), but who haven’t actually moved. This helps to isolate the difference
that moving into more appropriate housing makes to hospital admissions.
The results from this sample is modelled to show the overall effects on long-term hospital
admissions, extrapolated to demonstrate the effects over the whole H2H population of
patients, over a year. The results are shown for the project overall, and for the latest year of
data (October 2019 – September 2020, Year 4/513).

H2H re-housed group:
Overall, 43% of rehoused H2H patients had an emergency admission to hospital in the six
months prior to the H2H intervention. This proportion has increased since Year 2, due to an
increased focus on individuals who have previously had high levels of hospitalisation, for
example as a result of the introduction of the hospital-based HHC.

12

The Kings Fund https://www.kingsfund.org.uk/publications/delayed-transfers-care-quick-guide
The need to wait six months after the tenant has moved, in order to collect data in the post-intervention
period, means that there is a six-month lag in the hospital admissions data, compared to the rest of the
evaluation data. The most recent year’s figures are included to show changing trends in the data, but it should
be noted that results for the cohort as a whole are statistically more reliable than looking at an individual year,
due to the larger sample size.
13
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In the period after the H2H intervention, the proportion of the group that has a hospital
admission reduces down to 30% overall (33% in latest year’s data, Year 4/5).
Of those who had an emergency admission prior to the H2H intervention, the average
number of admissions is 3.7 per person in the year before the intervention, averaging 15
days stay in hospital per admission. Of the total hospital bed days, 11% were Excess Bed
Days. The average cost of stay in the period before the intervention was £3,700.
For the same group (those admitted to hospital prior to H2H intervention), the average
number of admissions in the year after the intervention reduces to 1.9 admissions per
person, and average length of stay per admission reduces to 8 days. There are also fewer
Excess Bed Days in the period after the intervention, only accounting for 1% of total bed
days. The average cost of stay in the period after the intervention is £3,254, reflecting the
shorter average length of stay.

To model the full extent of the impact of the project, the results from the sample of H2H
patients with hospital admissions data is applied to the full population of individuals rehoused
via H2H. The modelling focuses on the 43% of patients who did have an admission in the six
months prior to the intervention i.e. the group of ‘hospital users’ – applying these results to
the same proportion of the overall H2H group. This gives the overall results in regards to an
anticipated 212 H2H patients who were, or would have been, hospital users prior to the
intervention.
The results show that for Year 4/5 (October 2019 – September 2020):
•
•
•

Total admissions were reduced by 73 per year
Total bed days were reduced by 1,416 per year, including 191 fewer EBD per year
Total cost-reduction of £301,646 over the year

The results show that over the whole project since November 2015:
•
•
•

382 fewer admissions
8,656 bed days saved, including 1,262 fewer EBD
Total cost-reduction of £1.9m
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Cumulative over project
(5 years, 11 months)

Year 4/5 (Oct 19 -Sep 20)
Before
H2H

After
H2H

Difference

Before
H2H

After
H2H

Difference

42%

33%

-9%

43%

30%

-13%

3.6

1.7

-1.9

3.7

1.9

-1.8

12 days

5 days

-8 days 15 days

8 days

-7 days

% bed days that
were Excess Bed
Days*

11%

0%

-11%

11%

1%

-10%

Total admissions

139

65

-73

782

400

-382

1,725

309

-1,416

11,788

3,123

-8,656

£634,025 £332,379

-£301,646

£3.21m

£1.35m

-£1.90m

% admitted to
hospital
Admits per person,
per year*
Average length of
stay per admission*

Total number of bed
days (admit x length
of stay)
Total cost (admits
and EBD)

*Amongst those admitted to hospital in 6 months prior to intervention
Table 9: Results from hospital admission data, H2H rehoused group

Not re-housed (comparison) group:
In the six months before being referred to the project, 40% of this group had an admission to
hospital. This reduced to 24% of the group in the six months after the contact with the project
– however, the reduction in number of admissions is not statistically significant (i.e. could be
down to chance).
Of those admitted in the 6 months before contact with the project, the average admissions
per person per year reduced from 3.4 to 2.8 after contact with the project, a significant but
slightly smaller reduction than in the rehoused group. There was a significant reduction in
length of stay per admission for this group before and after, from 16 days to 8 days. The
proportion of bed days that were Excess Bed Days also reduced from 7% to 2%.
The results suggest that if scaled up in the same way as the rehoused group, there would be
a reduction in overall cost for this group (in the region of £1.2m in total), but that this cost
saving is less than for the re-housed group. However, this relies on some of the changes
that were found to be not statistically significant, and so some of the change could be due to
chance.
There are a few comments/implications from the results for the non-rehoused group:
•

Despite not being rehoused, this group may have benefited in some way from
contact with the H2H project – for example, HHCs may refer individuals to further
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•

•

support (e.g. aids and adaptations, other support services) even though they are not
rehoused i.e. some level of intervention may have occurred amongst this group.
The results suggest that people referred to the H2H project, whether rehoused or not,
are potentially at a crisis point in their life where their health has deteriorated in
recent months. This crisis point is likely to lead to multiple interventions, both medical
and non-medical, that result in fewer and shorter hospital admissions in the future.
However, the results show that the changes experienced by the rehoused group are
slightly larger than those experienced by the non-rehoused group, resulting in larger
reductions in number of admissions, length of stay, and thus overall cost reductions.

This seems to suggest that being re-housed through the H2H project does have a
positive impact on reducing the number of hospital admissions, over and above those
who are in similar circumstances but do not actually move home. The H2H project is
achieving its aim to reduce hospital readmissions, and in doing so helps ‘enable citizens to
live independently for longer, with less reliance on intensive care packages’.

Case study: Re-housing to reduce mental health admissions
Mr J was a 54-year-old man currently living in a first-floor flat that was accessed by a flight of
stairs. Mr J had a diagnosis of epilepsy, diabetes and paranoid schizophrenia. He had a
number of falls attempting to leave his property which resulted in injury and admission to
hospital. One fall resulted in a fracture of his tibia and surgery was required. As result of this
injury and the symptoms related to Epilepsy, he has lost confidence using the stairs leading to
his property.
On one occasion East Midlands Ambulance Service were called out to Mr J after an epileptic
seizure. The ambulance service reported that when they got to the property there was no
access to the building and no key safe to the flat or individual door, and that this could result
in significant harm and/or death.
The combination of Mr J’s health conditions and layout of the property resulted in him feeling
vulnerable and very low confidence in leaving the property due to the stairs. Mr J was
reluctant to leave his property and he became isolated. This affected his mental health and he
found it difficult to manage at home. His mental health deteriorated to the point he required
treatment in a psychiatric hospital. Once in hospital, his discharge was delayed until more
suitable housing could be found. Mr J’s mental health social worker and Occupational
Therapist supported a referral and application for priority rehousing via the H2H project.
Upon receipt of the referral, the HHC arranged an online assessment through the support of
hospital staff on the ward due to Covid restrictions. The H2H service processed Mr J’s
application whilst he was in hospital. The application was approved for priority rehousing and
a one-bedroom level access social housing property was awarded. This resulted in Mr J being
able to be discharged from hospital.
Mr J now lives in a property that is suitable for both his physical and mental health needs. He
can easily access and leave property without any risks and he is now longer isolated within his
property. He continues to receive suitable community support from social and mental health
services to help him to remain living independently.

*Name has been changed
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3.2. Reducing Delayed Transfer of Care
One of the main aims of the project is to facilitate earlier discharge from hospital where
inappropriate housing is the delaying factor in discharge. In Year 5 this included 29 patients,
who were medically fit for discharge from care but were receiving ongoing care because
their home is unsuitable for discharge – resulting in a delayed transfer of care (DTOC). This
includes H2H patients who were either in a hospital bed (general or mental health hospital),
community or rehabilitation bed, mental health step down unit, or in residential social care at
the point of referral.
The effectiveness of the scheme in reducing DTOC is assessed by comparing discharge
pathway and timescales under the H2H project with an alternative scenario of the
generalised care pathway without the intervention of the H2H project. This provides an
estimate of the potential additional days in health and social care that are avoided as a result
of the H2H intervention.
The alternative scenario is determined by the pathway that the patient would most likely be
placed on under Discharge to Assess (D2A). Once medically fit for discharge but awaiting a
housing solution, patients will either be discharged home with an extensive package of social
care (Pathway 1), be discharged to an NHS community or rehabilitation bed, residential
social care, or mental health step-down unit (Pathway 2), or remain in a hospital ward
(Pathway 3).

Figure 2: Cost avoidance model from reduced DTOC

Patients remain in one of these three care pathways until a housing solution is found. The
counterfactual situation assumed is that without the H2H project, patients would go on the
general social housing waiting list in a higher priority band because of their medical needs.
The median waiting time for individuals in this group, applying for a flat or bungalow, is 178
days.
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However, with the help of the H2H project the average rehousing time (from referral to
tenancy start) is only 86 days. Thus the intervention of the project avoids an additional three
months on average per patient, in either full social care package at home, a bed in either
NHS community care or residential social care, or a hospital bed. In the evaluation, the days
avoided are calculated on a case-by-case basis, taking into account the actual or assumed
D2A pathway that the patient is on14, their rehousing time, and the alternative waiting time
for the type of property that they move into.
Table 10 shows the breakdown
D2A pathway for H2H patients
Count
of discharge pathways for the
Pathway 1
Discharged home with care
4
H2H patients, and therefore the
location of where the bed days
Pathway 2
NHS community/rehab bed
2
are saved (and therefore who
Residential social care
14
the cost-avoidance falls to15)
compared to the counterfactual
Mental health step-down unit
7
scenario. This shows a higher
Pathway 3
Remain in specialist hospital bed
2
proportion discharged to
Table 10: H2H patients by D2A pathway
residential social care this year,
due to the Covid-related measures described above.
Other elements of the DTOC model include:
•

•

The counterfactual waiting time - the average time for rehousing an applicant
(application to tenancy start date) in a high priority group on the general waiting list16
in 2020/21 (Table 11)
The average costs per bed day for various types of health or social care (Table 12)

Property type

Median rehousing
time (days)

Independent Living flat

146

Independent Living bungalow

326

General needs 1 bed flat

134

General needs bungalow

603

Table 11: Median waiting times per property type for priority groups on general waiting list

14

Based on hospital records where available, or case notes from the HHC.
In this year, some social care placements were funding by the NHS through emergency Covid funding. These
were identified in the data. Other social care placements were funded by the Local Authority.
16
Bands 1 or 2, or Band A. Excluding H2H patients.
15
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Health/social care facility

Cost per day

Hospital ward

£259

NHS community/rehabilitation bed

£163-180

Mental health hospital or step-down unit

£353

Residential social care

£81-129

Home care (4 x 30-minute home visits by social care worker)

£56

Table 12: Health and social care unit cost data, source Nottingham City CCG/PSSRU

Using this model, the H2H project has avoided a potential additional 3,991 bed days of
health or social care, over the 29 DTOC cases dealt with by the project in 2020/21.This
results in total cost-avoidance of £499,581 over these 29 cases. The average costavoidance per case is £17,227.
Days avoided from reduced DTOC

Days avoided

Costs avoided

1,740

£170,940

512

£180,736

1,601

£140,177

138

£7,728

Total NHS avoided care

2,252

£351,676

Total Adult Social Care avoided care

1,739

£147,905

Total DTOC avoided care

3,991

£499,581

NHS – General (hospital, community/rehab bed,
residential care placement)
NHS – Mental health17
ASC – Residential social care
ASC – Home care

Table 13: Total cost-avoidance from reducing Delayed Transfer of Care

The total cost avoidance from reduced DTOC is less in Year 5 compared to the previous
year. This is mainly due to lower number of DTOC cases this year compared to the previous
year. Some more conservative estimations have also been applied to individual cases, such
as a maximum stay in a community step-down bed of 8 weeks before being transferred
home. Previously it had been assumed that individuals could have remained in a highdemand bed during the counterfactual waiting time, but with increasing waiting lists (such as
an average waiting time for a bungalow of between 1 and 2 years) this assumption has
become unrealistic and so was modified.

17

Mental Health cost-avoidance is calculated based on bed day costs for step-down units.
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3.3. Impact on other service providers in the wider integrated care system
Reducing the need for home adaptations
Two-thirds of H2H patients were re-housed due to problems with accessibility, either into or
around their previous property. In the majority of these cases, the issue was due to the
property being on an upper floor, accessed by stairs or steps, with no alternative access
such as level-access or lift access. As identified in the JNSA: ‘Making the best use of our
existing housing stock will be a challenge, terraced properties are difficult to adapt and
access upstairs is often problematic’. Therefore in most cases where upper-floor access is
the issue, it would not be possible to resolve this with any form of adaptation to the existing
property.
However, in 23 cases there would have been some potential to make one or more
adaptations to the patient’s existing home that would have reduced their problems with
accessibility. There were 56 potential adaptations required, included ramp access to the
front door, support rails for steps, a stair-lift for internal staircase, or conversion of a
bathroom to a level-access wetroom. The average costs of these adaptations range from
£100 for support rails, to £5,600 for a level-access shower.18 These costs would fall to
NCC’s Adaptations Agency Service.
By moving these individuals to properties that are already adapted (with ground floor/lift
access, and level-access wetrooms), this has avoided incurring these costs. Therefore the
H2H project has avoided £153,551 in adaptation costs to Nottingham City Council.

Avoiding homelessness
There were 15 cases where the patient was at risk of becoming homeless at the point where
they were referred into the scheme. Without the H2H intervention, these individuals would
most likely have sought help from NCC’s Housing Aid team, requiring temporary
accommodation until suitable housing could be found. The New Economy Unit Cost
Database estimates that a homeless application and support for housing options costs the
local authority £1,500 per case, plus a further cost of £127 per week for on-going temporary
accommodation. It is assuming that these individuals would have been in temporary
accommodation until an appropriate property could be found under the general housing
register (using median waiting times shown in Table 11). Therefore the total cost avoided
for Nottingham City Council’s Housing Aid as a result of the H2H intervention is
£114,958.

18

National figures, sourced from the PSSRU Unit Costs for Health and Social Care 2019.
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Case study: Addressing homelessness and supporting independent living
Roger was referred to the H2H project by a support worker from Include. Roger suffered with
alcoholism, which impacted on his health and lifestyle. He had previously had a social tenancy
with his wife, but after they separated had got into rent arrears which had led to him being
evicted. Since then, Roger had been living between friends, homeless hostels and periods of
living on the streets. He then had a fall and was admitted to hospital, but could not be
discharged to a homeless hostel, as he required a higher level of care. He was discharged to a
friend’s address, who provided him with accomodation, and support to manage his drinking.
Roger therefore felt he was ready to have his own property.

The HHC therefore needed to make sure that Roger could financially manage a property by
himself, as well as supporting him with a plan to pay back his previous rent arrears. Roger was
therefore given support from NCH’s Financial Inclusion Team, as well as his support from
Adult Social Care and Include. He was found a property close to friends so he could maintain
his support network. The HHC helped him secure a bungalow, along with furniture and white
goods.
Since moving, Roger has been living independently in his new home, with no tenancy or
alcohol-related issues.
*Name has been changed

3.4. Impact on social housing provider
In the fifth year of the project, a total of 90 properties were successfully let via the H2H
scheme. Of these, 84 were NCH properties and 6 were managed by other RSL providers (let
through the Homelink partnership).
Property data is only available for the 84 NCH properties. This shows that, on average,
these properties had been void for 77 days (with days void prior to letting ranging from 30 to
177 days, and a significant proportion also coming from stock which has had major void
works prior to re-letting19). This is longer than the average void time for similar properties,
indicating that H2H is continuing to let properties from NCH’s harder to let stock (21% of
properties let by H2H were officially defined as ‘hard to let’.20)
NCH aimed to reduce the number of long-term empty properties amongst its IL stock
through the H2H scheme, to optimise the use of their housing stock. NCH’s performance
data shows that the number of long-term empty IL properties achieved its lowest ever level,
in part due to the contribution of the H2H project in letting empty IL properties.
Empty properties have a cost implication for NCH, as there are associated costs (such as
council tax) and lost rental income. For example, while these properties were empty prior to
being let through the H2H project, this accrued £50,382 in lost rental income.

19

Properties requiring major void works are not included in the average void turnaround times.
NCH has an operational definition of ‘hard to let’ of 80 days void, i.e. properties that are ready to let for 50
or more days, plus an average void turnaround time of 30 days.
20
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Figure 3: Number of days properties let through H2H were void prior to letting

A measure of cost-benefit to NCH from letting these properties is modelled to indicate the
benefits to NCH. The model is based on the evidence that (a) H2H continues to let
properties from NCH’s harder to let stock, reducing the number of properties that are empty
for a long period of time, and (b) the intensive support provided by the HHCs means that the
letting process is quicker for H2H patients, compared to the via the general lettings process.
The model assumes that without H2H, the property would have remained empty for the
average void time for that category of property.21 It is assumed that the H2H scheme is able
to let these properties more quickly, thus reducing the time they are left void and therefore
accruing void costs and lost rental income. The model assumes that the HHCs are able to let
‘hard to let’ properties in the time it usually takes to let a non-hard to let property, and that
non-hard to let properties are let without delay.
Applying these assumptions, the H2H project has saved on average 39 days of lost rental
income per property. Therefore by letting the properties more swiftly through the H2H
scheme, NCH has received £48,552 in rental income that it might otherwise not have
received.
In addition, letting the properties more swiftly through the H2H project potentially saved NCH
£12,727 in council tax payments (at £27.17 per week).
As more NCH IL properties have been filled and the choice of empty NCH properties
reduces, the project has expanded to offering properties managed by other social housing
organisations to H2H patients. The project team have worked to make links with other RSLs
in the city with appropriate available properties. This enables them to provide a wider choice
of homes and optimise the use of housing stock across the city.

21

Average void times are calculated from 2020/21 lettings data, showing the average void time by property
type (e.g. Independent Living, General Needs), and whether the property was ‘hard to let’ or not.
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3.5. Impact on the health and wellbeing of patients and their carers
H2H patients completed a survey at the first assessment visit when they signed up to the
project, and the survey is completed again six months after the patient moved into their new
home. This provides data on their satisfaction with the scheme and new home, comparison
of their health and wellbeing scores since being rehoused, and assessment of changes in
other social outcomes.
During 2020/21, 51 patients completed the six-month follow-up survey. This sample of 51 is
used to measure changes in outcomes before and since rehousing. These outcomes are
summarised in Table 14 below, with further details in the following sections.
Outcome

Score/change in Y3

Patient satisfaction with service

9.9 out of 10

Patient satisfaction with new property

92% satisfied

Confidence managing their health at home

92% more confident now than 12
months ago

Health-related quality of life (EQ-5D)

12% improvement

Self-reported health score (VAS)

27% improvement

Mental wellbeing score (SWEMWBS)

21% increase

Social isolation/contact – have enough social
contact

53% increase (94% have
adequate/enough social contact now)

Feeling safe – feel adequately safe

57% increase (96% feel adequately
safe now)

Financial comfort – doing alright/living
comfortably

41% increase (98% doing alright/
living comfortably now)

Employment – employed full/part time (those of
working age only)

No overall change (1 person entered
employment since the scheme, 1 left
employment)

Carer’s overall life satisfaction22

58% improvement (increased from 2.9
to 8.7 out of 10)

Table 14: Summary of social outcome changes after 6 months

Patient satisfaction
H2H patients are extremely happy with the service that they received through the project.
Patients gave an average score of 9.9 out of 10 for ‘the support you received from the
Health and Housing Coordinator throughout the process of finding and moving to your new
home’.
The support provided by the HHCs is essential to patients in supporting them to move to a
more suitable property, with 96% stating that they would not have been able to find and

22

15 carers were present to complete a before and after question on their own life satisfaction
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move to a more suitable home by themselves, i.e. without the Health and Housing
Coordinators.
Almost all patients are satisfied with their new property (92%). This compares to only 14%
who were satisfied with their previous home. This is a very significant increase in patients’
satisfaction with the home they live in.

“I received excellent and kind support.”

“The support I received was excellent. [The HHC] had a lovely way about
her and very knowledgeable and caring.”
“[The HHC] was brilliant – she helped me no end, I can’t thank her
enough.”
“Excellent support, very kind and very patient.”
“Some of it couldn't remember and do by myself without the help of
others.”

Partner testimonial: Social worker
“My experience with the Housing to Health team has been extremely positive, you are all very
experienced and knowledgeable and always able to provide the relevant advice for the citizens,
myself and colleagues. I am a safeguarding social worker and we are working with the most
vulnerable people in Nottingham city experiencing high risk abuse and having Housing to
Health makes a massive difference and provides better outcomes for the individual having that
specialist team input. I have emailed [the HHC] on a number of occasions asking for advice and
he never fails to assist me in my enquires. I feel Housing to Health are a great asset to
Nottingham City and I know the Adult Safeguarding Team are often reliant on them for their
specialist advice and support”

Health and wellbeing outcomes
The results show that health outcomes and ability to manage health at home have improved
for this group since moving.
Just over 60% of respondents felt they had received some help managing their health at
home since moving, including from carers, support workers, nurses/healthcare workers, and
as a result of moving closer to family members. 92% feel more confident managing their
health at home now, compared to 12 months ago. No patients felt less confident in
managing their own health.
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The health scores show that respondents’ health-related quality of life has shown a
significant improvement. This covers aspects such as mobility, self-care, undertaking usual
activities, pain or discomfort, and anxiety/depression. It gives an overall index score, with a
maximum score of 1 – this is the measure used by NICE to prove the cost-effectiveness of
interventions. The average score increased from 0.54 to 0.67 (out of 1), i.e. a 12%
improvement in their health-related quality of life.
Respondents were also asked to rate their own health state, using a scale from zero (worst
imaginable health) to 100 (best imaginable health). Respondents’ average self-reported
health score increased significantly, from 41 to 68 (out of 100) – a statistically significant
increase of 27% in self-reported health.
Levels of reported anxiety and depression have also decreased significantly since
moving. Over half of patients reported that they were moderately, severely or extremely
anxious or depressed when they first engaged with the project, the highest baseline level
since the project began. This has decreased to 20% who feel this way now, a decrease of
37%. A quarter of H2H patients have gone from feeling moderately/extremely anxious or
depressed, to now not feeling at all anxious or depressed.
H2H patients also completed a set of questions on mental wellbeing. Mental wellbeing also
showed a significant improvement, with 74% of patients reporting an improvement in
their mental wellbeing. The average mental wellbeing scores increased from 20 out of 35,
to 26 out of 35. This indicates that this group now have higher mental wellbeing scores than
the average for the England population.

Other social outcomes
The biggest improvement reported by H2H patients is in regards to their own safety, both
inside and outside their home. Almost all (96%) of those helped by H2H now report that
they feel as safe as they would like, compared to only 39% who stated this in relation to
when they were in their old home. Prior to moving, over half (59%) of people felt less safe
than they would like or not at all safe – now, only four people state that they feel less safe
than they would like. Comments indicate that improved safety is due to the Independent
Living Coordinators, the safety systems in place (such as secure entry fobs, and Nottingham
on Call telecare alarm), as well as friends and other residents.
The next biggest improvement reported by H2H patients is in levels of social contact. When
living in their previous home, 59% of respondents reported that they had little or not enough
social contact with others. Social isolation has significant mental and physical health impacts
– research shows that loneliness can be as damaging to health as smoking 15 cigarettes a
day and can increase mortality by 26%.23 Since moving, 94% now have adequate or as
much social contact as they would like. Many people have made new friends with
neighbours, despite restrictions as a result of Covid. A small group (6%) still feel that they
don’t have enough social contact, partly due to Covid restrictions.
In Year 5 there has also been a significant increase in the number of people who have
reported an improvement in their financial wellbeing. Before moving, around 43% were just
about getting by or finding it ‘quite’ or ‘very’ difficult to get by. 47% of the group have
23

See https://www.campaigntoendloneliness.org/threat-to-health/
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received help with finances, including support from the HHCs with benefits and referrals to
other support organisations. Six months after moving, all but one H2H patients surveyed
now report that they are ‘doing alright’ financially or ‘living comfortably’. No
respondents report that they are finding it difficult to get by since moving.
Carers were also asked about the impact of their friend/relative moving. Since the start of the
project, 73 carers have completed a question on their own quality of life. This shows that
their overall satisfaction with their quality of life has increased from 4.3 out of 10 whilst their
friend/relative was living in their previous accommodation, to 8.1 out of 10 now. The sample
of 15 carers in Year 5 have shown a big increase in life satisfaction, from 2.9 to 8.7 out of 10.
This is a huge improvement in the quality of life of those caring for those helped by
H2H.

Conclusions on social outcomes
The results from this sample of H2H patients who have completed six-month follow-up
surveys evidences that the H2H project helps improve health, wellbeing and other social
outcomes. This year’s results indicate that the patient group initially had poor health and
mental health, similar to the previous year. Improvements in mental wellbeing, social
contact, safety and financial comfort were higher than in previous years. The project has
also massively improved the quality of life of those caring for those supported by the H2H
project. This provides further evidence to show that the H2H project is achieving its aim, to
‘improve the health and wellbeing of citizens who are negatively impacted by poor or
inappropriate housing’.
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What is the most important change you experienced since moving?
“Level access housing where I can access the bathroom, bedroom and garden.”
“I moved from a large privately rented house that was terrible. The landlord didn’t do any
repairs and I had leaks, mould, damp, it was in extremely poor condition and it made my health
bad. Now I am warm, my property is well maintained and I have made friends. My family like to
know that I am safe and warm.”
“I love living here, I can’t praise [the HHC] enough or thank her enough for helping me.
I feel so much better living here, I love it.”
“Being able to live independently again, being close to family.”
“Being able to use a bathroom and have a bedroom to sleep
in instead of the chair or a mattress on the floor.”
“I love my home, I can shop for myself and take care of myself. I am very happy.”
“Feel a lot better mentally, physically and sociably here.”
“Having my own property and becoming independent,
I have lived rough and sofa surfing for many, many years.”
“Wonderfully happy, I keep kicking myself. My husband can now get in the garden and I look
forward to coming home. Thank you H2H fabulous service. You are in my prayers.”

4. Financial and social cost-benefit of the H2H project
4.1. Financial value and Return on Investment
The evaluation aims to assess the financial value and Return on Investment (ROI) of the
H2H project, comparing the costs of delivering the scheme with the various financial benefits
that result from the service. The costs and benefits are shown for the financial year April
2010 to March 2021.
The total running costs for H2H project for 2020/21 were £181,548. This includes staff costs
for the three HHC officers, admin support post and manager from the Homelink team, as
well as project running costs.
For Year 5 of the project, Nottingham City CCG provided £77,000 of funding. The remainder
was resourced from NCH budgets (on behalf of NCC).
The main measure of financial impact is the cost-reduction to the NHS as a result of
reducing hospital readmissions following the H2H intervention. This is an actual cost-
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reduction, and therefore forms the basis of the NHS’s business case for the project. The
estimated total cost-reduction of reducing hospital admissions, length of stay and
Excess Bed Days over the latest year is £301,645.24 This gives a Return on Investment
(ROI)25 to the NHS’s direct funding element, in terms of cost reduction from reducing readmissions only, of £2.92 for every £1 invested.
There is an additional amount of cost-avoidance as a result of the project’s impact on
reducing Delayed Transfer of Care. The total cost-avoidance from reducing DTOC is
£499,581. Of this, 70% of the costs avoided fall to the NHS, and 30% to Adult Social Care.
Additional cost-avoidances are made that positively impact on the local authority,
Nottingham City Council (NCC). Cost-avoidances are made to the Adaptations Agency and
Housing Aid, by helping people that would otherwise have relied on these services. The total
additional cost-avoidance to NCC in Year 5 are £268,509.
There are cost-benefits to the housing partner, Nottingham City Homes, from letting
properties more quickly than would otherwise be the case. The financial benefits include
increased rental income and reduced costs while void, such as Council Tax payments. The
total financial benefit to NCH in Year 5 is £61,279.
The cumulative financial value of the H2H project in 2020/21 is £1,131,015.
The total net financial value achieved by the scheme in Year 5 is £949,467. The estimated
(net) financial Return on Investment is therefore £5.23 for every £1 spent on the
scheme.
The ROI is split between the project stakeholders. The NHS benefits from cost-reductions
from reduced hospital admissions, and the ROI on CCG funding in regards to this costreduction is £2.92. The cumulative benefits to the NHS include this cost reduction, plus the
cost-avoidance from reducing DTOC. The overall ROI to CCG funding in terms of the
cumulative value to the NHS is £7.48 for every £1 invested.
Various Nottingham City Council departments also benefit from the project. The cumulative
value to NCC/NCH is £477,693, giving a ROI to the resources contributed by NCH/NCC to
the project of £3.57.
This brings the cumulative financial value over the lifetime of the project (November 2015 –
March 2021) to £8,266,891. The total costs over this period were £797,625, giving an overall
net ROI of £9.36 for every £1 invested.

24
25

Hospital admissions data calculated over the period October 2018 – September 2019.
Return on Investment is calculated as (Total financial benefit – Cost of project)/(Cost of project)
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4.2. Social value of the H2H project
The H2H project aims to increase the social wellbeing of patients, supporting them to
achieve a number of improved outcomes, such as:
• Improved perception of their own physical health and mental wellbeing
• Increase in their economic wellbeing
• Reduction in social isolation
• Feel safer in their home and community
Section 3.5 above indicates that a number of these outcomes have been achieved, amongst
the sample of 51 H2H patients who have had a follow-up assessment after six months.
These outcomes also have a social value to the individual. A government-backed approach
to understanding people’s wellbeing allows us to place a financial valuation against some of
the positive changes achieved. ‘Wellbeing Valuation’ allows you to measure the success of a
social intervention by how much it increases people’s wellbeing. The approach works by
measuring how much uplift achieving an outcome makes on people’s life satisfaction scores
(using large national surveys) and then equates this to the same amount of money that
would generate the same uplift in life satisfaction. This value is not a ‘cashable’ saving, but is
a way of indicating the value of the outcome to the individual.26
The Wellbeing Valuation approach was used to assess the social value generated amongst
the 51 H2H patients who have been re-housed for six months or more.
Project
outcome

Indicator

Value per
No.
person patients

Total
social
value*

Improve mental
wellbeing

Relief from depression/anxiety
(improved, now state ‘no
problems’)

£36,766

12

£344,283

Feel safer

Not worried about crime (feel as
safe as they want)

£12,274

28

£236,115

Improve physical
wellbeing

Good overall health (increase to
above average VAS score)

£20,141

16

£235,776

Improve economic
wellbeing

Financial comfort (increase to
‘living comfortably’ or ‘doing
alright’)

£8,917

21

£151,740

Achieve secure
housing

Temporary accommodation to
secure housing (individuals at risk
of homelessness)

£8,019

15

£120,285

Reduce social
isolation

Talks to neighbours regularly (have
as much social contact as they
want)

£4,511

28

£113,486

Total social value*

£1,201,686

Net benefit (Total SV minus project costs)

£1,098,809

Social Return on Investment

£1: £10.68

Table 15: Wellbeing Valuation for sample of H2H patients (*less of deadweight)
26

Wellbeing Valuation has been developed by HACT and Daniel Fujiwara, for more information see
www.socialvaluebank.org
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This indicates that the project is generating considerable social value. Even amongst a
sample of 51 H2H patients, the wellbeing value achieved far exceeds the cost of delivering
the project to those individuals.
The largest contribution to the Wellbeing Valuation is from improved mental health,
measured by relief from anxiety/depression. This outcome has the highest per person
valuation, at £36,766, indicating the high value that relief from depression/anxiety has on
people’s overall life satisfaction. 24% of those surveyed showed a substantial improvement;
from stating that they were moderately, severely or extremely anxious or depressed at first
engagement, to stating that they were ‘not at all anxious or depressed’ six months after
moving.
The second largest contribution to the Wellbeing Valuation is from individuals’ improvement
in personal safety. This is a large contributor to the overall total due to the large number of
people reporting an improvement in their safety, with 55% of those surveyed showing an
improvement from previously feeling ‘less than adequately safe’ or ‘not at all safe’, to now
feeling ‘as safe as I want’. Another significant contribution to the Wellbeing Valuation is from
individuals’ improvement in health. This also has a high wellbeing value, reflecting the
importance of physical health to overall wellbeing. Almost a third of the sample (31%) went
from having below average to above average self-reported health for their age.

5. Conclusions and next steps
In 2020/21, the H2H project supported 90 people who were living in housing that was
unsuitable or negatively impacting on their health, to be re-housed into appropriate social
housing accommodation during the Covid pandemic.
The pandemic has made working conditions for the project more difficult, with remote
working meaning forming and maintaining relationships with patients, their families and other
health and support workers has been more difficult. However, the HHCs have managed to
maintain a near normal level of service, and have managed to still work with patients and
their families and other agencies to implement a holistic package of support.
Perhaps unsurprisingly, the average rehousing time for H2H in Year 5 was higher than
previously, as the HHCs continued to work with increasingly complex cases (with multiple
health and social care needs) whilst working remotely, and with the time taken for empty
properties to become available also adding to the delay slightly due to Covid safety
measures for NCH maintenance staff. Despite this, rehousing time remains significantly
quicker than for those outside of the project.
The total number of cases completed by the project in Year 5 is slightly down on previous
years, but not significantly (90 cases compared to 104 the previous year). This reflects some
of the difficulties of maintaining referrals into the project without direct contact with
healthcare colleagues referring into the project. However, it also reflects the HHCs
dedication to making the project work, despite the circumstances of a global pandemic.
Whilst fewer patients were referred directly from high-demand beds this year (as patients
were moved out of hospitals wherever possible), the project has largely retained its focus on
patients with high levels of hospital use, with a higher proportion of patients having reported
a previous admission in the last six months.
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The financial ROI is lower this year than previous years, potentially reflecting the impact of
the pandemic on the project. The reduction is mainly in relation to lower cost
reduction/avoidance for the NHS, due to lower valuation in Year 5 from delayed transfer of
care and hospital (re)admission reduction. The reduced return is due to (a) a slightly longer
re-housing time via H2H, reflecting the impact of Covid on working conditions (b) the slightly
lower overall number of cases, particularly amongst those occupying high-demand beds –
again reflecting pandemic conditions, in which many patients were moved out of highdemand beds at the start of the pandemic, and (c) lower excess bed days and length (and
cost) of stay.
However, the financial cost-benefit model continues to demonstrate that the project has
been cost effective, delivering much more in benefits than the running costs of the scheme.
The project creates financial benefits for several stakeholders. 58% of the cumulative
financial benefits are to Nottingham City CCG (NHS), 37% benefit local authority (NCC)
budgets, and 5% fall to NCH.
The insight into the personal stories of the patients revealed through the case studies
demonstrates the significant impact on those who are assisted through the H2H project. The
evidence continues to show high levels of positive social outcomes for H2H patients, which
have continued to improve in Year 5.
The model assumes that H2H patients would have otherwise applied for a suitable social
housing property through the general housing register. In reality, many of those supported
through H2H would not have been aware of the alternative housing options, or have been
able to go through the process without a high level of support. Of those surveyed, 96%
stated they wouldn’t have been able to move without the support of the HHCs. Therefore, in
many cases the alternative scenario without the intervention of H2H would have been
remaining in inappropriate housing or health/social care beds, with even higher long-term
cost implications. The financial benefits are therefore a conservative estimate.
During this year the H2H team have also been able to continue to support NHS England in
its drive to share good practice and extend housing and health partnerships nationally.
Following the publication of a review of the key success factors for the Nottingham H2H
project27, NHS England have promoted the findings on several national forums, including an
article by the independent Chair of the Nottingham and Nottinghamshire Integrated Health
and Care System on the Health Service Journal28, and contributing to an Integrated Care
webinar series from NHS England and NHS Improvement29. NCH also delivered a
knowledge-sharing session with HACT members.

27

The full report Harnessing Housing Support: Nottingham Housing to Health Service is available at:
https://mk0healthandcary1acq.kinstacdn.com/wp-content/uploads/2020/10/Harnessing-Housing-SupportNottingham-Housing-to-Health-report-FINAL.pdf
28
See https://www.hsj.co.uk/service-design/the-missing-link-housing-health-and-care/7028678.article
29
See https://www.scie.org.uk/integrated-care/delivering/nhs-england-webinars/health-and-housing-support
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5.1. Next steps for the H2H project
Funding has been secured for Year 6 of the project. The project will continue to focus on
individuals who have high previous use of hospitals, including those currently in hospital and
those in the community with previous admissions, to continue to relieve pressure on the
NHS.
A potential innovation for the project in Year 6 is to consider the possibility of providing a
temporary accomodation unit, to provide step-down accomodation for patients whose longterm housing situation is taking longer to resolve. This will enable patients to be discharged
from hospital, whilst the most suitable long-term housing solution is sought. At present there
is no intention to change the criteria for patients within the project, but there may be some
scope to extend this temporary accomodation offer to a small number of families with a
highly vulnerable child, whose discharge from hospital is being delayed whilst suitable,
specially adapted housing is found/renovated. These small number of cases can have high
cost implications to the NHS, when discharge can be delayed for months due to the time
needed to find and specially adapt a suitable family home. The accomodation unit may also
be used to provide temporary accomodation to patients whose current home requires
significant renovation (e.g. major repairs, addressing hoarding, deep cleaning) in order to
make it fit for them to return to live in.
NCH will continue to lead and promote good practice in health and housing-related
developments, both locally and nationally. NCH will continue to be a voice for housing on the
Integrated Care Partnership, working to deliver the new Integrated Care System for
Nottingham City. The H2H project partnership is working closely with NHS England to
support the spread of good practice housing-health partnerships into other areas.
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Appendix: Cumulative costs and financial benefits over the project lifetime
(November 2015 – March 2021)
The table below brings together the results from the first evaluation report covering Year 1+ (17 months from November 2015 to March 2017) and Years 2-5
and showing the cumulative costs and financial benefits over the lifetime of the project.
Y1+ 2015-17*
No.
cases

Value

Y2 2017-18
No.
cases

Value

107

Y3 2018-19
No.
cases

Value

No.
cases

Value

No.
cases

Value

No. cases

Value

DTOC cases

31

£315,891

45

£1,129,984

52

£1,489,276

44

£887,035

29

£499,581

201

£4321,767

Early intervention cases
Hospital admit reduction
Homeless (at risk)

98
57
11

£353,486
£514,761
£48,534

62
41
13

£629,927
£402,397
£72,785

60
61
16

£501,130
£80,641

62
48
9

£537,819
£49,955

61
37
15

301,646
£114,958

343
2121
64

1,901,940
£366,873

Adaptations

15

£69,944

48

£147,456

66

£161,766

84

£222,658

56

£153,551

269

£755,374

2

£8,818

1

£4,409

0

3

£13,227

NCH properties

117

£143,347

92

£143,800

103

£68,721

93

£68,495

84

£61,279

489

£485,642

TOTAL

Cost

Value

Cost

Value

Cost

Value

Cost

Value

Cost

Value

Cost

Value

£125,896

£931,203

£135,589

£2,132,769

£170,855

£2,305,942

£183,737

£1,765,963

£181,548

£1,131,015

797,625

NHS

£32,000

£482,087

£119,000

£1,596,123

£79,419

£1,792,513

£77,000

£1,283,957

£77,000

£653,322

£384,419

NCH

£93,896

£143,347

£16,589

£143,800

£91,436

£68,721

£106,737

£68,495

£104,548

£61,279

£413,206

ROI (net)

90

Cumulative

129

NCC

106

Y5 2020-2021

Total cases

Women's aid

112

Y4 2019-20

541

0

£5,808,002
£485,642

£305,768

£392,846

£444,708

£413,510

£416,414

£1,973,247

£6.40

£14.73

£12.50

£8.61

£5.23

£9.36

*17 months
Figures in grey are not included in total. In Y1+ and Y2 modelled costs for early intervention were included and counted towards the total value. In Year 3, the early
intervention modelling was replaced with cost-reduction from hospital admissions reductions. Cost-reductions from hospital admissions reductions are retrospectively
calculated for Y1+ and Y2, but not included in the total value for those years.
1 Total

number of patients with reduced admissions. Total number of reduced admissions is 382.

47

